The purpose of this paper was to explore the factors that shape identity, agency, and quality of life for older Somali refugee women. The author used a narrative inquiry approach to analyze the life stories of 12 Somali refugee women. Narratives were analyzed for both content and form, and three main themes were identified: (1) journey of trauma and coping, (2) identity and perceptions of home and belonging, and (3) navigating a complex health care system. The findings underscore the importance of understanding the complexity of Somali refugee women's voices in response to coping with trauma, resettlement, and belonging.
INTRODUCTION
Over thirty-years of conflict in Somalia has led to a massive population displacement. With the adoption of the Refugee Act of 1980, the United States instigated a refugee policy, established a federal office, and provided federal financial assistance for the resettlement of refugees. The U.S. Department of State reports that since 1975, they have resettled over 3 million refugees in the United States. By July 2012, the number of Somali refugees worldwide has exceeded one million. Somali refugees began arriving in the United States since 1991. The United States has resettled close to 100,000 Somali refugees to date [1] .
Somali refugees face many challenges during the resettlement process in new countries. Since the start of the civil war in 1991, research indicates that Somali refugees have endured mass displacement, family loss, political and ethnic discrimination, as well as violence, such as rape and torture [2, 3] . Additional research shows that forced migration is a life altering process and Somali refugees have difficulties related to social exclusion, unemployment, and discrimination. They often struggle with poverty, poor housing, racism, and barriers to accessing education and health services [4] .
Very little has been written about older Somali women's experiences of forced migration and resettlement. Using a narrative inquiry approach in this paper, I explore the factors that shape identity, agency, and quality of life in old age for Somali refugee women. A better understanding of their experiences is an essential tool for the development of culturally specific and effective interventions designed to address their needs.
RESEARCHER POSITIONALITY
As an immigrant woman researcher who has primarily worked with female immigrant and refugee communities on socio-cultural barriers to accessing health care, the researcher is familiar with providing the continuation of a deeper understanding for Somali refugee women. Previous research of working with Afghan refugees, have emphasized how critical it is to engage the community in an authentic way in order for the women to tell their stories as an empowering tool for identifying their unique complexities [5] . This research is a preliminary assessment of the women's stories, particularly the older population who have been significantly underrepresented within the research community.
THEORETICAL FRAMEWORK
This paper draws upon trauma theory and feminist theory and empowerment perspectives [6, 7] . It highlights the cumulative nature of traumatic and adverse events and identifies and centers marginalized voices to explore the impact of systematic oppression in addressing and healing from trauma [8, 9] .
"Trauma" may be described as an event that causes intense feelings of horror, fear, vulnerability, and anxiety, such as physical or sexual assault, torture, armed conflict and war, and intimate partner violence [9] . Feminist theories have historically been concerned with the disempowering effects of trauma on women and marginalized groups, and have consistently made an effort to recognize these experiences as products of oppressive systems [8, 9] .
Additionally, feminist theories recognize that trauma experienced by women, particularly sexual torture, is used as a weapon to destroy family, community, and culture [10] . Emphasizing the personal and political dimensions of oppression, feminist theory provides the necessary framework to better understand the invisibility perceived and experienced by women refugees. Feminist theory also calls for responses to trauma that address systemic roots of violence and construct interpersonal empowerment that highlight self-determination and socio-structural healing relationships [11] . Applying a feminist lens to recognize the impact of traumatic violence and forced migration on the extended family, culture, language, rituals, and social exchanges is an essential part of developing an informed narrative for working within these communities.
Hein [12] argues that the social, cultural, and historical background of an immigrant population shapes the ways in which it adapts to resettlement but because of social taboos against adopting culture to explain difficulties, we in the United States instead tend to avoid placing emphasis on immigrants' culture or pre-migration experience. By definition, refugees resettled in the US have experienced human rights violations, and most have left family, friends, and social networks behind, meaning that depression, PTSD, anxiety and others mental health concerns are disproportionally prevalent in these communities [13] . Jaranson et al. [14] highlighted the need to recognize the prevalence of torture among African refugees, particularly women who were tortured at the same rates as men, and develop appropriate resources. Women who reported higher levels of trauma were older, had more family responsibilities, less education, and were less likely to speak English [15] . Shannon, O'Dougherty, and Mehta [16] found that in a sampling of refugees in the Midwest two-thirds had never discussed their history of trauma with their physicians, and that their physicians had never asked. Additionally, these participants were unaware of the ways in which trauma affects health and, in deference to physicians' authority, were unlikely to initiate conversations or make requests.
Narrative analysis is particularly suited to the assessment of need. Integrating intersectional feminist theory, aging, and life experience, it places the 'subject' as the driver of the inquiry allowing for the increased complexity; indeed Randall [17] discusses ageing as individuals increasing rather than decreasing in complexity. Narrative is particularly valuable in feminist scholarship as it allows for "…sequence and consequence: Events are selected, organized, connected, and evaluated as meaningful for a particular audience" [18] . Thus, participants are able to relate their life experience organically allowing, "respondents in various settings, such as interviews, to impose order on the flow of experience to make sense of events and actions in their lives" [19] .
METHODS
This paper draws particularly the findings from storytelling circles and life-story interviews with 12 Somali women refugees between the ages 60 -76, who are living in the same small metropolitan area of the western United States. None of the participants presented with obvious cognitive difficulties. Qualified participants were recruited through snowball sampling by bilingual community leaders and invited in groups of 6 on two different occasions through the local community center. These groups were part of a larger series of focus groups within the community and participants signed consent forms before beginning. Interviewers opened the sessions with a brief discussion of the project and encouraged participants to tell their story. Using these circles, Somali women's narratives about their life experiences were collected. Using a process grounded in oral history, storytelling was encouraged to appeal to the oral traditions of Somali culture. The objective was to let Somali women speak for themselves, speak back, or speak out. Embedded within narrative approaches, the focus was on counteracting marginalization where the conversations position the respondent as a narrator of their life history while engaging participants' agency to express their life experience [20] . Narrative approaches mobilize participants' voices and provide a space to give words to their life histories within a broader social context [21] . An interpreter from the local Somali community was available to immediately aid with the interpretation of stories of the participants unable to speak English or to interpret conversations when needed and the stories were transcribed verbatim.
A thematic analysis of the data was conducted [22] , coding by significant sentences and paragraphs relating to themes and narratives. A life history was constructed for each of the participants by creating a summary of their narratives that were told in their own words [23] . Next, the narratives were grouped according to common core concepts and coded. Due to the limited number of individuals able to participate the intent was not to reach saturation but to begin a preliminary exploration of themes and concerns of these women.
FINDINGS
The average age of the participants was 63 and all of them had lived in the US for 6 years or longer. The participants' narratives were reflected in three main themes: 1) journey of trauma and coping, 2) identity and perceptions of home and belonging, and 3) navigating a complex health care system
Journey of Trauma and Coping
The women recognized that current reality and daily lives were shaped by past experiences of trauma. Many repeatedly referred to the events from the Somali civil war that affected the current welfare of their families and their kin. Many had witnessed their homes being attacked and their family members being robbed, tortured, raped and killed. The majority had also experienced trauma during transition in other countries as well as upon arrival and resettlement in the United States. They shared the experience of arriving with no belongings or resources and with significant health problems from the trauma and misery of the civil war.
"In the war, I lost close family members and after all this time many are still missing. I was separated from my daughter and she is still missing. I mourn her every day."
In addition to recounting their experiences of trauma, the women explained how exposure to past trauma made it more difficult to cope with life's challenges in the United States.
"All the bad things that happened are still in my memory. I will never forget, never. I try but I can never be fully happy, there is always this heaviness in my heart."
Despite their experiences, none of the participants conveyed a sense of victimhood. Their present interpretation of themselves was as survivors and agents of hope for their families. They explained the importance of religion, social support, and community resources as coping mechanisms that helped them and their families adjust to the resettlement process and cope with many forms of trauma.
"Our Somali community is very resilient and strong ; we help each other…those with more experience help the new ones. At the mosque, we pray together and the women talk about their problems, and sometimes cry together."

Identity and Perceptions of Home and Belonging
The women felt very proud of their Somali identity and said they tried hard to raise their children as "Somalis". One of the women stated, "No matter where your children are born we all want our children to have the Somali culture. We don't want to lose that." The women described their experience of loneliness and isolation from being in a new country and the impact of this experience on their health, "Back in Somalia we have the extended family, and there is no such thing as being alone."
The participants spoke of belonging in terms of their old homes as well as their new homes; how the civil war had made it very difficult to belong to their old home. They spoke fondly of their ways of living and strong kinship and how suddenly they lost everything.
They described old age in Somalia as a time to be free from worries and to be supported by one's family and children. They recounted a sense of loss associated with not only the loss of material wealth but of their social standing and status. The participants discussed how forced migration had also resulted in the loss of autonomy and referred to the different family structures in the US, which they saw as diminishing their respectability and position within the family. The participants noted the Somali language is integral to their identity and speaking Somali with parents, older relatives, and community elders is essential for the preservation of a strong family. They felt that the use of their native language at home which preserves the continuity of family structures is slowly disappearing. In addition, viewing of their resettlement as a not necessarily permanent leaving of Somalia heightens the concern for the diluting of language and culture.
"Our language is very important, it is what ties us to our culture…I feel sad that my grandchildren don't speak Somali, what if they decide to go back one day?"
Navigating a Complex Health Care System
Somali women's interactions with the health care system were often described as frustrating and disappointing. The women felt that mainstream providers had little understanding of the complexities of their life and the impact of war trauma on their health. Many of the women suffer from tangible, physical health problems, including diabetes, high blood pressure, and arthritis, but lacked holistic care that addressed their mental health and social isolation in addition to physical concerns. Additionally, they felt that language barriers particularly hampered the inability of health care providers in response to the needs of the Somali women. They related how their lack of proficiency in English posed problems for accessing services, and placed significant limitations on their mobility and in forming new social networks. Many of the Somali women mentioned they had been attending English language classes for years but found learning a new language extremely difficult. As one woman explained, " I don't speak English well...this language barrier is one of the most difficult things that we experience. I can't explain things completely, so it's not easy to make new friends." They stressed the need to improve interpretation and translation services, adding that it takes time to build a trusting relationship and be at ease with interpreters and physicians. While they did want familiar faces in the exam room there was also a concern expressed that, due to a lack of available interpreters, at times family members or people known from the community had to interpret, making frank discussions of personal or sensitive issues, particularly trauma, particularly fraught in a small community.
The participants also identified a lack of understanding of mental health conditions and cultural barriers as impediments to accessing mental health care. They mentioned, "…most of them (physicians) don't ask about their past experiences of war and trauma", and that how most Somalis "will not talk about these issues" unless they are asked directly.
There was a strong belief among the participants that they were perceived as the 'other'. Many discussed a sense of marginalization, and as a result, they were skeptical of the health care system and most service providers. These obstacles deepened their stress around accessing health care services. One of the participants shared, "Sometimes you experience racism, the manner of some of the staff, the way they look at you, the way they speak to you, as if you know nothing." These realizations point out that it's the social relations of power, not culture that stipulate the contexts and contents of discrimination. Such structural changes involve a call for a change in attitudes, practices, and conceptual frameworks. And as Jiwani implies, this requires health care professionals' awareness of the larger impact of structural violence, systematic racism, and endorsement of social justice [24] .
CONCLUSION
Stories give women a space to talk, and to present their life experiences from their own perspectives. Chandra Mohanty has discussed the importance of "testimonials, life stories, and oral narratives, as a significant mode of remembering and recording experiences and struggles" [25] and of carrying these experiences into the realm of accepted knowledge of everyday life. Such epistemologies of healing are grounded in centering marginalized voices and the recognition of their historical positioning to construct knowledge for practice and praxis. To do so, Anderson [26] asserts that a postcolonial feminist perspective provides the tools for analyzing how the intersecting systems of oppression shape the experiences and meanings of life and well-being for women of color in the diaspora. Such an approach challenges us to examine the unequal relations of power and the ways in which dominant groups have redefined local meanings, and dictated social structures. Additionally, it highlights the need to shift from a thinking that places culture as simply a social characteristic and recognizes it as a "…fluid and dynamic process, which is important to the everyday situation of immigrant women" [27] .
As Hua points out in, "Diaspora, Memory, and Identity", documenting collective memories of homeland as well as life experiences enable marginalized women not only to resist the "colonial tropes of victimization of and Otherness," but also to "act as a catalyst for self-recovery and community-building" [28] . The most important theme connecting the stories shared by the participants is the ways they contradict their stereotypical depiction in the dominant culture as passive victims. Such counter-narratives open up spaces for critical examination of the nature of various identities, such as gender, ethnicity, education, race, class, religion, and sexuality, as well as their intersections with marginalization and their impact on quality of life and pathways to healing. While many of the issues are issues service providers and clinicians face with any immigrant population these initial findings suggest several straightforward clinical interventions. It is important for local clinicians who treat a sizeable Somali population to understand the history of Somalia's ongoing conflict. Therefore, developing a culturally sensitive exam screening for trauma may address the feelings of reticence by physicians to ask about something so personal. Additionally, while increased culturally competent mental health services may be indicated, there may also be smaller community-based interventions that can decrease social isolation and increase their feelings of status and respect as community elders. Further research is indicated to build on these initial finding and develop culturally competent programming to address health and wellbeing in Somali communities throughout the United States.
